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02/03/2026

NAME OF PROVIDER OR SUPPLIER

WEST POINT COMMUNITY LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2056 N ESHMAN AVENUE ,WEST POINT, Mississippi, 39773

related to this complaint.

license for 100 beds.

The State Agency (SA) conducted a Complaint
Investigation (Cl MS #2700589) at the facility from
2/2/26 through 2/3/26. During the survey, the SA
determined the facility was in compliance with the
Mississippi Regulations for Minimum Standards for
Institutions for Aged or Infirm and cited no citations

The census at the time of the survey was 50 with a
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